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ABSTRACT
Jennifer Cataldi
Word count: 298
Pediatric obsessive-compulsive disorder (OCD) is often a debilitating psychiatric
condition. Despite the established efficacy of exposure and response prevention (E/RP)
alone or in conjunction with serotonin reuptake inhibitor medication, up to half of youth
with OCD do not experience symptom remission or return to baseline functioning after
either treatment. Family accommodation (i.e., accommodating compulsive behaviors) is
one factor associated with poor E/RP response, but less is known about how parent
factors might predict response to E/RP via accommodation. The current study is the first
to examine how parenting styles predict accommodation and subsequent E/RP response,
specifically in an intensive outpatient program. Participants included 76 youth 11-17
years old (M = 14.11; SD = 2.15) diagnosed with OCD. Latent growth curve models
examined parenting styles (indulgent, neglectful, authoritarian, authoritative) at baseline
as predictors of concurrent accommodation and latent baseline and change in OCD
symptoms. As expected, indulgent parenting indirectly predicted (through higher
accommodation) higher baseline OCD (95%CI [.09, 1.55]) and less decrease in
symptoms (95%CI [.002, 1.72]). Similarly, neglectful parenting indirectly predicted
higher baseline OCD (95%CI [.20, 1.74]) and less decrease in symptoms (95%CI [.02,
1.80]). Unexpectedly, authoritative parenting predicted higher accommodation (β = .28, p
= .020) and indirectly predicted higher baseline OCD (95%CI [.08, 1.56]) but not
symptom change. Authoritarian parenting did not predict accommodation or OCD
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baseline or symptom change. When all parenting types were in the model, only neglectful
parenting uniquely, indirectly predicted higher baseline OCD (95%CI [.26, 1.92]) and
less symptom decrease (95%CI [.08, 2.16]); authoritative parenting directly predicted
faster symptom decline (β = -.13, p = .001). Overall, results suggest that parenting styles
might contribute via family interpersonal processes to adolescents’ response to exposurebased OCD treatment. These findings provide evidence for the utility of assessing
accommodation and parenting styles during pediatric OCD treatment.

Keywords: pediatric obsessive-compulsive disorder, parental accommodation,
parenting styles, exposure and response prevention, intensive outpatient program
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CHAPTER I – INTRODUCTION
Obsessive-compulsive disorder (OCD) is a psychiatric condition characterized by
obsessions and/or compulsions (American Psychiatric Association, 2013). Obsessions
involve recurrent, intrusive thoughts or mental images that result in significant distress,
whereas compulsion symptoms include repetitive physical or mental behaviors to
neutralize the obsessions and associated feelings of distress. Examples of obsessive
symptoms include contamination concerns and intrusive thoughts regarding harm to self
or others. Compulsive symptoms can involve shower and bedtime rituals, spending
excessive amounts of time completing work or homework assignments (due to
perfectionism, repetition, or checking), repetitive washing and checking behaviors,
reassurance seeking in relationships, and mental acts such as counting. In children and
adolescents, four stable and overlapping symptom dimensions have been identified:
cleaning/contamination/aggressive/somatic, symmetry/ordering/repeating/checking,
sexual/religious concerns, and hoarding symptoms (Stewart et al., 2007).
Lifetime prevalence of OCD is 1-2% in the general population (American
Psychiatric Association, 2013). Adults with OCD endorse significant impairments in
work, role, as well as social functioning (Huppert et al., 2009; Mancebo et al., 2008). In
addition to adult populations, OCD can occur in children. Lifetime prevalence for youth
before late adolescence is estimated at 2-3% (Rapoport et al., 2000). Pediatric OCD is
particularly detrimental due to its potential to hinder achievement of normal
developmental milestones (Piacentini et al., 2003; Valderhaug & Ivarsson, 2005). Among
children and adolescents, contamination concerns are the most common symptom
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subtype, with fear of harm, symmetry and exactness, repetition, checking, touching, and
intrusive aggressive thoughts following (Geller et al., 1998; Rettew et a., 1992). In
comparison to adults, children endorse more preoccupation with harm and hoarding and
endorse less intrusive sexual thoughts (Geller et al., 2001; Moore et al., 2007). Given that
typical onset of OCD occurs during childhood or adolescence (Anholt et al., 2014;
Costello et al., 2005), special attention must be given to the identification and treatment
of this population.
Pediatric OCD is associated with significant impairments in academic, social, and
family functioning (Piacentini et al., 2003; Swan & Kendall, 2016; Valderhaug &
Ivarsson, 2005), resulting in an overall poorer quality of life (Olatunji et al. 2007).
Impairment may be a result of the time a child spends obsessing or engaging in
compulsions and the accompanied feelings of distress (American Psychiatric Association,
2013; Thienemann et al., 2001). For instance, shower and bedtime rituals taking an
extended amount of time may result in staying up late at night and subsequently getting
less and poor sleep. Similarly, those with perfectionism-related obsessions and/or
ritualistic behaviors may spend excessive amounts of time completing homework
assignments and ultimately may not be able to complete them because their work
conditions or product never feel “just right.” Indeed, among children and adolescents,
functional impairment occurs most frequently in the domains of concentrating on
schoolwork and completing homework (Piacentini et al., 2003). Compulsive rituals and
avoidant behaviors (e.g., due to contamination concerns) can result in children
abandoning activities they once enjoyed, withdrawing socially, having sleep disturbances,
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and struggling in school (Moore et al., 2013). As such, school refusal is common among
children and adolescents with OCD (Honjo et al., 1989). Obsessions concerning harm to
others (e.g., to parents) can lead a child to partake in checking behaviors and may be
accompanied by attachment anxiety with caregivers (Rezvan et al., 2012; Yarbro et al.,
2013). As adolescents with OCD transition into young adulthood, they may struggle to
live autonomously, to be financially independent, and to develop significant relationships
outside the family (American Psychiatric Association, 2013).
In addition to the negative impact OCD has on the individual child’s functioning,
pediatric OCD frequently results in significant family disruption, as the child’s OCD
often demands that things be done in a certain way within the family unit and restrictions
are placed on the behaviors of others (Lebowitz et al., 2011). It is not uncommon for
children with OCD to threaten to harm themselves or others or to aggress physically or
verbally as a means to coerce others to abide by their OCD rules. Such behaviors,
although they appear coercive, aim to reduce feelings of distress associated with OCD. In
order to avoid outbursts and aggression by the child, family members often accommodate
the child’s OCD symptoms, a process which will be discussed in more detail below.
Furthermore, parents of youth with OCD have significantly higher levels of impairment
in functioning in comparison to parents of youth with other anxiety disorders (Jacob et
al., 2012). Thus, OCD in youth contributes to both intrapersonal and interpersonal
impairment.
With regard to course, OCD is usually chronic and persists into adulthood if left
untreated (Thomsen & Mikkelsen, 1995), with waxing and waning symptom severity
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(Stewart et al., 2004). It may become more severe over time (Swan & Kendall, 2016),
resulting in enduring impairments across multiple functional domains (Moore et al.,
2013). Child-onset OCD is associated with increased rates of lifetime panic disorder,
eating disorders, and obsessive-compulsive personality disorder in comparison to
individuals with adult-onset OCD (Pinto et al., 2006). On the other hand, remission is
more likely among youth in comparison to adults with OCD, with early treatment before
significant functional impairments have occurred predicting better chance of remission
(Mancebo et al., 2014). Therefore, early detection and the implementation of effective
interventions for OCD in pediatric populations are crucial.
Evidence-Based Treatments for Pediatric OCD
There remain significant barriers to receiving proper treatment for pediatric OCD.
Indeed, OCD has been described as a “hidden epidemic” due to underdiagnosis and
underutilization of services (Flament et al., 1988; Heyman et al., 2001; Jenike, 1989). A
significant lapse between OCD symptom onset and receiving treatment exists, at an
average of approximately 14 years (Cullen et al., 2008). There are various reasons for this
lapse. First, because obsessions manifest internally, detection can be difficult (Rapp et al.,
2016). Children, in particular, often do not recognize their intrusive thoughts or repetitive
behaviors as unusual or excessive. Furthermore, they may not be aware of the function or
maladaptive nature of their compulsive behaviors and may possess limited insight into
their symptoms. Overlap between obsessive-compulsive symptoms and that of other
disorders (e.g., anxiety disorders, autism spectrum disorders, Tourette’s Disorder) also
results in challenges with differential diagnosis (Merlo et al., 2005). There also exists a
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science-to-service gap, as clinicians are more likely to prescribe medication alone such as
selective serotonin reuptake inhibitors (SSRIs) or engage in psychotherapies that are not
evidence-based for OCD, including play or psychodynamic therapies (Garcia et al., 2010;
Lewin et al., 2005; Marques et al., 2010). In one study, Valderhaug et al., (2004) found
that cognitive-behavioral therapy (CBT) was utilized the most for pediatric OCD.
However, approaches were more cognitively focused: more specifically, less than onethird of providers used exposure and response prevention (E/RP), which is considered the
gold standard treatment for OCD and the core of CBT for OCD and will be discussed in
detail later (Geller & March, 2012). The majority of participating clinicians were also
inexperienced in the treatment of OCD. Furthermore, families of children with OCD
often face geographical barriers and are unable to travel to receive high quality E/RP
treatment (Marien et al., 2009; Schwartz et al., 2013). Consequently, the need for welltrained professionals in E/RP-based CBT for OCD is sorely needed and is recognized as
one of the greatest obstacles to treatment.
E/RP-based CBT and serotonin reuptake inhibitors (SRIs) are established
efficacious treatments for pediatric OCD (Abramowitz et al., 2005; Geller, Biederman,
Stewart, Mullin, Martin, et al., 2003; Watson & Reas, 2008). Hence, the American
Academy of Child and Adolescent Psychiatry (AACAP) practice parameters for pediatric
OCD recommend CBT alone for mild to moderate OCD and combined SRIs with CBT
for moderate to severe OCD as well as for those in which CBT alone has been
unsuccessful (Geller & March, 2012). Medication augmentation is also indicated for
treatment resistant patients. In rare cases, SRI medication alone is warranted when a child
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presents with poor functioning, low motivation, limited insight, or poor family
organizational/communication skills (Stewart & Stachon, 2014). An initial medication
trial, later followed by CBT, may be appropriate when a child endorses extremely severe
OCD symptoms (Children’s Yale-Brown Obsessive-Compulsive Scale [CY-BOCS;
Scahill et al., 1997] total score > 32) in conjunction with depression, psychotic
symptoms, or severe attention-deficit/hyperactivity disorder that would impede CBT
engagement.
Pharmacological Treatment
Effective SRIs in the treatment of pediatric OCD include two classes of
antidepressants: SSRIs and the tricyclic, clomipramine (Swedo et al., 1989). Placebo
response rates are significantly lower among children and adolescents with OCD in
comparison to those with depression, at 31% and 50% respectively (Cohen et al., 2008).
The following SRIs are currently approved by the U.S. Food and Drug Administration for
pediatric OCD: clomipramine, fluoxetine, sertraline, and fluvoxamine (Geller,
Biederman, Stewart, Mullin, Martin, et al., 2003). Clomipramine has demonstrated
statistical superiority over the other SSRIs, with the SSRIs showing similar efficacy
among one another. Regardless, clomipramine is typically not the first-choice drug for
children because of the potential side effect of cardiac arrhythmia.
Exposure and Response Prevention (E/RP)
The efficacy of E/RP, the gold-standard psychological intervention for OCD in
both adults and children, is well established. Manualized CBT with E/RP for pediatric
OCD typically involves 14 sessions over a course of 12 weeks. The primary components
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of this treatment include psychoeducation, cognitive restructuring, creation of a fear
hierarchy, exposure and response prevention, parent involvement, and relapse prevention
(Gryczkowski & Whiteside, 2014). Psychoeducation and cognitive restructuring in the
treatment of OCD stress externalization of OCD as independent of the child (Moore et
al., 2013). In other words, this helps children and their families see that OCD does not
define them but is instead an illness/physical condition, such as cancer, that is separate
from the identity of the child. For children and adolescents, the idea of “talking back to
OCD” can help this process of externalization. Further, conceptualizing OCD as a bully
can not only help externalize OCD but also motivate patients to fight back against their
OCD and regain a sense of control. Cognitive restructuring focuses on rational self-talk
as well as challenging irrational beliefs about the purpose of obsessive thoughts and
compulsive behaviors utilized to reduce distress (Cartwright-Hatton et al., 2004; March et
al., 2001; Stewart et al., 2004). It should be noted that cognitive restructuring is not
sufficient for long term symptom improvements among both children and adults
(Gryczkowski & Whiteside, 2014). Instead, E/RP is the core component to the treatment
of OCD for both adults and children. E/RP has demonstrated therapeutic gains for up to 9
months post-treatment (Barrett, et al., 2005; Bolton & Perrin, 2008; Franklin et al., 1998;
March et al., 1994; Wever & Rey, 1997). Incorporation of E/RP entails repeatedly
exposing the child to their obsessional fears (e.g., contamination) and eliciting the
associated anxiety or distress while having the child refrain from engaging in
compulsions or behaviors that would reduce their feelings of discomfort (e.g., excessive
handwashing; March & Mulle, 1998). Exposures occur both in session and at home, with
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exposure homework a critical component of treatment.
Relative Efficacy of E/RP versus Medication
The efficacy of E/RP-based CBT and SRIs was supported by the Pediatric OCD
Treatment Study (POTS; Garcia et al., 2010), the first randomized control trial for the
treatment of pediatric OCD. A sample of 112 children and adolescents aged 7-17 with a
CY-BOCS score greater than 16 were randomly assigned to receive SRI medication
(sertraline), E/RP-based CBT, both SRI and E/RP-based CBT (COMB), or a pill placebo
for 12 weeks. Results of the POTS study demonstrated that SRI alone, E/RP-based CBT
alone, and COMB treatment were all superior to placebo. E/RP-based CBT alone and
SRI alone did not significantly differ from each other. COMB was superior to E/RPbased CBT (p = .008), to SRI (p = .006), and to placebo (p < .001). Counting CY-BOCS
scores of less than 10 as evidence of remission, 53.6% receiving COMB, 39.3% receiving
E/RP-based CBT alone, 21.4% receiving SRI alone, and 3.6% receiving placebo reached
remission. The authors concluded that pediatric patients with OCD should start treatment
with either E/RP-based CBT or COMB for maximum treatment effectiveness.
Unfortunately, despite evidence supporting the efficacy of E/RP-based CBT alone
or in combination with an SRI, the scarcity of expertise in the treatment of pediatric OCD
has resulted in most youth receiving SRI treatment alone (Garcia et al., 2010). Trials of
pharmacotherapy alone have shown that partial response is the norm and clinically
significant residual symptoms frequently continue even after an adequate medication trial
(March et al., 1998; Riddle et al., 2001). The Pediatric OCD Treatment Study II (POTS
II; Franklin et al., 2011) sought to examine the effects of supplementing SRIs with E/RP-
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based CBT. Participants aged 7-17 years (N = 124) with CY-BOCS score greater than or
equal to 16 and had already had a minimum of 12 weeks of medication treatment with an
SRI (sertraline) prior to study enrollment with partial response. Participants were
randomly assigned to one of the following conditions: E/RP-based CBT + SRI, SRI +
instructions on E/RP, and SRI only. In the SRI + instructions on E/RP group, the
psychiatrist managing medication provided instruction on CBT procedures, including
psychoeducation, creating a fear hierarchy, and identifying E/RP targets and homework.
Notably, therapist-assisted exposure or didactic parent sessions were not included. A
decrease of at least 30% in CY-BOCS score indicated positive response to treatment.
69% receiving E/RP-based CBT + SRI, 34% receiving SRI + instructions on E/RP, and
30% receiving SRI achieved a positive response. E/RP-based CBT + SRI treatment was
statistically superior to the other conditions.
The finding that combined CBT and SRI treatment is superior to either alone has
not always been replicated consistently, however. Specifically, combined treatment has
been found to be superior to only SRIs alone but not to CBT alone (O’Kearney, 2007;
O’Kearney et al., 2006). Taken together however, empirical studies on pediatric OCD has
led to the general suggestion that treatment start with a combination of CBT plus SRI or
CBT alone. As is highlighted in the AACAP practice parameters for pediatric OCD, CBT
is the first-line treatment, with the addition of SRIs for those with moderate to severe
OCD and for those in which CBT alone has been unsuccessful (Geller & March, 2012).
Geller and March (2012) propose that SRIs may mediate better outcomes of CBT by
reducing anxiety and improving the child’s ability to tolerate E/RP.
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While both open and randomized controlled trials have demonstrated the efficacy
of E/RP-based CBT for pediatric OCD, most studies have been conducted in universitybased clinics. As such, generalizability to community outpatient clinics has been
empirically questioned. The largest exposure-based CBT effectiveness study for pediatric
OCD, the Nordic Long-Term OCD Treatment Study (NordLOTS; Thomsen et al., 2013),
is currently ongoing and seeks to examine the effectiveness and transportability of E/RPbased CBT in real world community mental health clinics where most patients receive
treatment. The study includes three steps, based on a stepped-care treatment design, and
follows patients three years posttreatment. Published findings are only available for step
1, an open uncontrolled clinical trial that included 269 participants residing in the
Scandinavian countries (Denmark, Norway, and Sweden) with moderate to severe OCD,
ages 7-17, who received E/RP with a family-based approach (Torp et al., 2015). CYBOCS score of  15 at posttreatment reflected treatment response and  10 reflected
clinical remission. Out of the 89.6% of participants who completed the 14 weeks of
treatment, 72.6% were treatment responders (N = 177). OCD symptom severity
significantly decreased from pre- to posttreatment in 69% of patients, with a Cohen’s d
effect size of 1.58 (95% CI: 1.37-1.80) and final mean CY-BOCS score of 11.4.
Furthermore, approximately half of the participants were considered in remission. At 1
year posttreatment, 155 patients (87.6%) of the E/RP treatment responders were available
for follow-up assessment (Højgaard et al., 2017). Of these patients, 91.6% had CY-BOCS
scores  15 and 78.1% were considered in remission. CY-BOCS scores decreased an
average of 1.72 points 1 year posttreatment (p = .001), and 15.8% relapsed, as defined by
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CY-BOCS  16. Overall, these results support the effectiveness of E/RP-based CBT as
the frontline treatment for pediatric OCD, specifically in a community setting, with
treatment gains demonstrated 1 year posttreatment.
Although results are currently unavailable for the subsequent steps of the
NordLOTS study, its methodology has been published. In step 2, E/RP non-responders
from step 1 (those with CY-BOCS of 16 or above posttreatment) were randomized to
receive either sertraline plus CBT-support or continued and modified, individualized
CBT (Thomsen et al., 2013). In CBT-support, patients were instructed to engage in
exposure tasks outside of sessions. The study ultimately seeks to examine whether
additional CBT or SSRI is more effective for CBT non-responders, given the little
empirical research on continued treatment for CBT non-responders. In step 3, patients
who did not respond to either treatment in step 2 were treated with antipsychotic
(aripiprazole) augmentation to sertraline. The NordLOTS study highlights that there
remains a high need to investigate and understand how E/RP works in pediatric
populations and what factors might hinder its efficacy for children and adolescents. In
fact, despite the established efficacy of E/RP-based CBT alone or in conjunction with an
SRI, up to half of youth with OCD do not undergo symptom remission or achieve a
return to baseline functioning after either treatment (Garcia et al., 2010). Given this
relatively low response rate for established, evidence-based treatments as well as the gap
in the literature on the factors that enhance and hinder CBT response specifically among
pediatric populations also receiving concurrent SRI treatment, the proposed study aims to
examine predictors of OCD symptom improvement among a youth sample completing
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E/RP in conjunction with medication treatment.
Specific Factors Influencing the Efficacy of E/RP
Habituation
One theorized mechanism underlying E/RP’s effectiveness in the treatment of
OCD is the process of habituation. First, to review, compulsions and avoidance behaviors
serve the function of negative reinforcement for the child, specifically providing
temporary relief from the distress they experience when faced with anxiety-provoking
triggers or obsessive thoughts. E/RP teaches how to break this cycle by changing one’s
responses to OCD triggers and obsessive thoughts. Exposure involves directly
confronting the OCD triggers or obsessive thoughts that cause distress rather than
avoiding them; in other words, doing the opposite of the obsessions and compulsions. In
order for exposures to be effective, the child with OCD must also resist engaging in
compulsions and avoidance behaviors that would alleviate their distress and instead
experience the distress until it goes away on its own. This is the response prevention
aspect of E/RP.
According to the Emotion Processing Theory of OCD, habituation is central to
the learning process and behavioral change that occurs in E/RP (Foa & Kozak, 1986; Foa
& McNally, 1996). Habituation occurs when children with OCD exposes themselves
repeatedly to fear-provoking stimuli and there is a decrease in the intensity of their
physiological and emotional feelings of distress over time (Franklin & Foa, 2008).
Habituation only occurs if the child sits with their anxiety or distress until it subsides on
its own. The Emotion Processing Theory posits that while engaging in E/RP, the child
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learns and incorporates new information into their cognitive schemas or belief systems
(e.g., overestimation of a threat regarding an inherently harmless stimuli). For instance,
the child learns that their body is not capable of remaining in a fight or flight response
(i.e., anxiety) indefinitely. Ultimately, the child learns that they can tolerate their OCDrelated anxiety and that their anxiety will dissipate over time without engaging in any
compulsions or avoidant behaviors. It is this return to homeostasis after exposure to the
anxiety provoking stimuli that allows the child to learn that their fears are irrational and
compulsions are unnecessary, which alters their cognitive schemas or obsessional beliefs.
In E/RP, through the process of habituation, behaviors are changed first and cognitions
are altered based on the behavioral evidence that initial appraisals of threat are inaccurate.
In cases where exposures cannot provide behavioral evidence of the low likelihood of
their fears happening (e.g., fears of family members dying), E/RP helps patients to
tolerate the uncertainty that their fears may happen. Subsequently, the process of
extinction occurs, as the stimuli that was once associated with anxiety no longer has such
an association because it is no longer reinforced by compulsions or avoidance. The
effectiveness of E/RP is further supported by neuroimaging studies that have shown E/RP
can change brain functioning, particularly in the “worry loop” of individuals with OCD
(Moody et al., 2017; Schwartz et al., 1996).
Parental Involvement
Given the pivotal impact parents have on their child’s development and their
engagement with their child’s OCD-related behavior, pediatric OCD must be
conceptualized within a family system and parental involvement in treatment is crucial. It
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is ideal for all caregivers to receive psychoeducation on OCD and training on exposure
for consistency and generalization of successful exposures in the home (Gryczkowski &
Whiteside, 2014). First, parents provide additional information that aids the case
conceptualization of the child (Moore et al., 2013). For instance, children may lack the
insight or awareness to provide a full picture of their OCD. Throughout treatment,
parents also serve as consultants on their child’s progress, play a vital role in ensuring
exposure homework is completed, and strengthen treatment compliance (Piacentini et al.,
2011). Treatment targets for parents may include acquisition and implementation of the
following skills: refraining from expressing frustration or criticism in response to the
child’s OCD, praising the child’s efforts to challenge and resist OCD, not responding to
the child’s anxiety through the use of disengagement strategies (Peris, Bergman, et al.,
2008), and reducing family accommodation. Furthermore, parent involvement allows
family factors that have contributed to the child’s development and maintenance of OCD
to be addressed. For instance, patients with relatives who express antagonistic or
accommodating attitudes towards OCD have poorer treatment response and an increased
likelihood of relapse (Renshaw et al., 2005). Additionally, higher levels of family
dysfunction and negative family interactions are predictive of poor treatment outcomes
(Barrett et al., 2005; Steketee & Van Noppen, 2004). In a recent meta-analysis, family
involvement in the treatment of OCD for both children and adults showed a large overall
effect on OCD symptoms (pooled d = 1.68, SE = 0.14) as well as global functioning
(pooled d = 0.98, SE = 0.14; Thompson-Hollands, Edson, et al., 2014).
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Factors Associated with Poor CBT Response
Despite the proven efficacy of E/RP for pediatric OCD, there remain several
clinical factors that can hinder treatment course and outcome. In fact, approximately 30%
of patients with OCD show little or no symptom improvement after CBT treatment
(Franklin et al., 2011; Piacentini et al., 2002). Therefore, identifying and understanding
the reasons for poor CBT response is crucial so that appropriate modifications to CBT
treatment protocols can be implemented to achieve maximum clinical gains for each
individual child. The following review will discuss various factors that might be
mitigated and targeted with ancillary interventions.
Limited Insight
Poor insight is considered one of the strongest predictors of poor treatment
outcome for OCD (Erzegovesi et al., 2001; Shetti et al., 2005). Many individuals with
OCD, especially children, have poor insight, or awareness and understanding, into the
excessiveness and irrationality of their obsessions and/or compulsions (Bellino et al.,
2005). Indeed, it is estimated that approximately 15-36% of adults (Alonso et al., 2008;
Türksoy et al., 2002) and 45% of youth (Storch, Milsom, et al., 2008) have poor insight
into their symptoms. Limited insight occurs on a continuum. On the milder end, patients
report transient doubts into the irrationality of their symptoms whereas on the severe end,
patients endorse delusional beliefs that are nearly psychotic (Insel & Akiskal, 1986;
Raveendranathan et al., 2012; Rodowski et al., 2008). Insight among pediatric patients
has been found to be inversely related to OCD symptom severity (Storch, Milsom, et al.,
2008); Furthermore, per parent report, children with limited insight were more impaired
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and sought family accommodation for their symptoms (i.e., asking family members to
give in to or support their compulsions). Among youth, poor insight was associated with
decreased perception of control over their environment, more depressive symptoms, and
lowered intellectual functioning and adaptive functioning (Lewin et al., 2010). Moreover,
limited insight has been found to be associated with a lower ability to resist and challenge
obsessions and compulsions (i.e., E/RP), lower motivation for and compliance with
treatment, and poorer treatment outcomes to both CBT and SRI (Catapano et al., 2001;
O’Dwyer & Marks, 2000; Türksoy et al., 2002).
Limited insight interferes with improvement in other ways as well. Since
complete remission is infrequent from SRI medication alone, medication augmentation is
not uncommon. Unfortunately, limited insight has been shown to be a predictor of poor
response to antipsychotic augmentation (e.g., risperidone) as well (Hollander et al.,
2003). Further, there is a dearth of literature on augmentation strategies for pediatric
OCD and off-label use of medications is based on data from adults with OCD. Atypical
antipsychotic augmentation in particular has demonstrated only modest efficacy for
treatment-resistant adults with OCD (Bloch et al., 2006). Although changes in insight
during CBT treatment have not been systematically investigated among patients with
OCD, there is evidence that youth with poor insight are less able to engage in cognitive
restructuring (O’Dwyer & Marks, 2000; Storch, Milsom, et al., 2008). As such, emphasis
on behavioral components of CBT, specifically E/RP, is recommended.
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Comorbidity
Most children with OCD meet criteria for comorbid psychiatric disorders
(Franklin et al., 2011), suggesting implications for both CBT and pharmacological
treatment outcomes. In fact, in one study, 74% of youth with OCD had a co-occurring
condition and demonstrated lower CBT response in comparison to those without a
comorbid condition (Storch, Merlo, Larson, Geffken, et al., 2008). The comorbid
conditions often interact with the OCD symptoms, exacerbating functional impairment
above and beyond that associated with OCD alone (Geller, Biederman, Stewart, Mullin,
Farrell, et al., 2003; Masi et al., 2004; Masi et al., 2006; Sukhodolsky et al., 2005). For
instance, attention-deficit hyperactivity disorder (ADHD) and disruptive behavior
disorders have been found to be associated with lower treatment response rates, and
disruptive behavior disorders and depression were associated with lower remission rates
(Storch, Merlo, Larson, Geffken, et al., 2008). Depressive disorders may be associated
with less anxiety habituation during exposures, lower levels of hope that treatment will
work, and lower motivation/energy to engage in exposures (Abramowitz, 2004).
Similarly, disruptive behavior disorders are associated with resistance and less motivation
to participate in treatment. ADHD symptoms (e.g., inattention and distractibility) may
interfere with habituation during exposures, as habituation requires sustained attention to
the anxiety provoking stimuli for anxiety reduction to occur (Storch, Merlo, Larson,
Geffken, et al., 2008). Comorbid disorders such as these are associated with poor CBT
response if not treated concurrently. In some cases, the co-occurring disorder must be
addressed first before behavioral treatment for OCD can be effective.

PARENTING STYLE AND ACCOMMODATION IN OCD

26

Family Dysfunction
Family dysfunction is common among patients with OCD (Hibbs et al., 1991;
Peris, Benzaon et al., 2008; Peris, Bergman, et al., 2008) and can maintain and worsen
OCD symptoms (Waters & Barrett, 2000). Twenty percent of parents reported overtly
hostile reactions to their child’s OCD symptoms (Allsopp & Verduyn, 1990). Moreover,
although in some cases E/RP has led to improvements to family functioning in both
adults (Diefenbach et al., 2007) and youth (Peris & Piacentini, 2013; Peris et al., 2012;
Przeworski et al., 2012), family dysfunction has also been associated with poorer
treatment outcomes (Amir et al., 2000). Only 10% of youth with significant family
dysfunction (characterized by high blame and conflict) responded to CBT, as compared
to 93% of youth low on family dysfunction who responded to CBT (Peris et al., 2012).
Therefore, it is important that family dysfunction also be identified and targeted in the
context of OCD treatment (Peris & Piacentini, 2013; Steketee & Van Noppen, 2004).
Unfortunately, family participation may not alleviate the impact that severe family
dysfunction can have on the treatment of OCD (Lewin, 2014). In such circumstances,
additional interventions before or in conjunction with CBT may be warranted. In the
instance of child-driven family problems (e.g., oppositionality, anger, aggressiveness)
parent-training may be indicated. In other cases, family therapy may be needed. In fact,
preliminary results have demonstrated support for an intervention targeting family
pathology incorporated within CBT for OCD (Peris & Piacentini, 2013). While parental
involvement is crucial for the successful treatment of pediatric OCD, family dysfunction
remains one of the most significant barriers and must be assessed for all patients with
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OCD.
Parental Accommodation
Whereas factors such as low insight, comorbidity, and overt family dysfunction
are often highly salient and visible predictors of poor response to interventions, the
present study focuses on family accommodation, which often appears benign but
nonetheless may interfere with treatment. Family accommodation is common among both
adults and children with OCD, though is particularly prevalent among children and
adolescents with OCD (Peris, Bergman, et al., 2008; Storch et al., 2007). In the context of
OCD and anxiety disorders, accommodation refers to family members’ behaviors aimed
at reducing the child’s anxiety-related distress by supporting avoidance or compulsions
(Kagan et al., 2017). Indeed, child distress significantly predicts parental accommodation,
as parents are more likely to accommodate when the child is highly distressed (Settipani
& Kendall, 2015). Examples of accommodation behaviors in pediatric OCD include
helping during OCD rituals, helping the child avoid OCD triggers and situations,
changing family routines to avoid triggering distress in the child, and providing
reassurance to reduce normal uncertainty. Accommodation allows the child to avoid
anxiety provoking situations and thus negatively reinforces such avoidance, fostering the
child’s belief that the situation needs to be avoided (Adelman & Lebowitz, 2012).
Ninety-nine percent of parents of a child with OCD reported participating in at least one
accommodating behavior while 77% reported doing at least one per day (Flessner et al.,
2011). Thus, family accommodation is a prevalent behavior associated with OCD in
children.
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Lebowitz et al. (2014) describe parental accommodation as an instinctual,
protective behavior parents engage in to help their child escape or avoid distress.
Although families have good intentions when they engage in accommodating behaviors,
they can further impair rather than improve the child’s functioning. Indeed,
accommodation is associated with symptom severity (Strauss et al., 2015; Wu et al.,
2016), treatment-resistant OCD (Storch, Milsom, et al., 2008), and predicted poor
response to CBT in youth (Rudy et al., 2014). In the POTS I randomized control trial,
higher levels of family accommodation at pre-treatment predicted poorer response to
treatment across treatment conditions (CBT, sertraline, combination, placebo; Garcia et
al., 2010). Further, family accommodation emerged as a mediator for the relationship
between OCD symptom severity and impairment (Caporino et al., 2012; Storch et al.,
2010). Additionally, accommodation behaviors can also interfere with family
functioning. Parents reported the most interfering types of accommodation included
allowing the child to sleep in the parents’ bed, answering frequent text messages or phone
calls from the child, and allowing their child to take a “mental health day” (ThompsonHollands, Kerns, et al., 2014). In sum, parental accommodation is not only detrimental
for the child with OCD but also the parents and the family. Therefore, family
accommodation is considered an important factor in the maintenance and exacerbation of
the disorder.
In the context of treatment, parental accommodation must be addressed and
decreased because it impedes the fear extinction and habituation processes that are at the
foundation of E/RP (Bouton et al., 2001; Foa & Kozak, 1986). In order for exposures to

PARENTING STYLE AND ACCOMMODATION IN OCD

29

be effective, the child must “sit with” their feelings of anxiety until they naturally
decrease, without engaging in the compulsive and avoidant behaviors that have been
negatively reinforced (Abramowitz et al., 2013). Decreases in family accommodation
during treatment predicted improvements in treatment outcome for youth, even when
controlling for pre-treatment OCD impairment severity (Merlo et al., 2009). Specifically,
treatments targeting family accommodation have been found to decrease OCD symptoms
and improve functioning in youth (Ginsburg et al., 2011; Lebowitz et al., 2014;
Thompson-Hollands, Edson, et al., 2014). Indeed, in a randomized clinical trial of familybased CBT for pediatric OCD, decreases in parental accommodation have been found to
temporally precede improvements in OCD severity and impairment (Piacentini et al.,
2011). Such findings have led to increased emphasis on targeting family accommodation
in the treatment of pediatric OCD.
Although family accommodation has received increased attention in pediatric
OCD research, many studies have relied on cross-sectional designs, lacking temporal
precedence of accommodation or examination of prospective effects on OCD symptom
severity. Moreover, little is known about factors that might predict accommodation, and
how it mediates changes in OCD symptoms over time.
Parent and Family Factors Associated with Accommodation
Because parental accommodation occurs in the context of the family unit, parent
and family factors may reflect plausible predictors of accommodation processes during
E/RP. Such factors may include parent anxiety, parent and family burden, and most
relevant to the present study, parenting styles.
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Parent Anxiety and Emotion Regulation
Parents’ own degree of psychopathology, such as anxiety, has implications on the
amount of accommodation provided. Higher levels of parental anxiety are associated with
higher levels of parental accommodation in youth with anxiety and OCD (Lebowitz et al.,
2012). Indeed, in the first POTS trial (Flessner et al., 2011), parents’ level of anxiety
significantly predicted the amount of their accommodation (p = .004).
Thus, it makes sense that not only does accommodation negatively reinforce the
child’s avoidance, but similarly parents’ accommodation behavior is negatively
reinforced in that it alleviates their own distress in response to the child’s suffering, albeit
only temporarily (Caporino et al., 2012). Unsurprisingly, parents’ own avoidance
behaviors are positively correlated with accommodation of their child’s anxiety (Flessner
et al., 2011; Futh et al., 2012). Maternal accommodation, in particular, was found to
mediate the relationship between mothers’ anxiety symptoms and those of youths, with
more anxious mothers accommodating more (Jones et al., 2015). As a result,
accommodation appears to play a pivotal role in the transgenerational transmission of
anxiety. Mothers’ poor emotion regulation during their child’s distress has also been
found to mediate the relationship between maternal anxiety and accommodation (Kerns
et al., 2017). Accommodation appears to function as a form of emotional regulation for
the parent, as their own discomfort in response to their child’s distress decreases with the
use of accommodating behaviors.
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Family Burden
Emotional burden, defined as the distress associated with caring for or living with
an individual with an illness, is common among families with a child with OCD (de
Abreu Ramos-Cerqueria et al., 2008; Peris, Bergman, et al., 2008). Parents have reported
significantly high levels of negative affect and distress over their engagement in
accommodating behaviors (Futh et al., 2012; Storch, Merlo, Larson, Marien, et al., 2008).
However, the distress associated with parents’ accommodation behaviors has been
described as less severe in comparison to the distress associated with not accommodating
(Lebowitz et al., 2012). As a matter of fact, there appears to be a reciprocal relationship
between accommodation and family burden. Specifically, parents report significant
distress about their child having OCD and that such distress is positively associated with
their own accommodation as well as their child’s OCD severity and impairment (Storch
et al., 2009). This supports the idea that parents may engage in accommodating behaviors
as an attempt to decrease both their child’s and their own distress. Paradoxically,
however, parents’ accommodation behaviors may increase and maintain their own
distress.
It is similarly not uncommon for siblings of children with OCD to engage in
accommodation behaviors. Siblings of children with OCD have been found to be more
distressed, anxious, and depressed in comparison to siblings of children without OCD
(Barrett et al., 2000). Therefore, CBT treatment may alleviate the family burden
associated with OCD (Barrett et al., 2004), and it has been speculated that CBT reduces
family burden via decreases in family accommodation (Ginsburg et al., 2011).
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Parenting Style
Given that accommodation involves parent behavior in a family context, it is
plausible that mothers’ and fathers’ parenting styles may predict accommodation. Before
considering that possibility, I first provide an overview of parenting styles in general.
Parenting styles, defined as patterns of attitudes and practices expressed toward
the child across situations (Darling & Steinberg, 1993), play a pivotal role on child and
adolescent development. Parenting practices were originally studied in the 1930s to
1960s using factor analytic methods to identify dimensions based on observational
coding of parent-child interactions, parent reports, and child reports of parenting
behaviors (Maccoby & Martin, 1983; Rollins & Thomas, 1979). Most factor analyses
yielded three factors: one characterized by warmth in general and two by patterns of
(high and low) parental control. These dimensions set the foundation for current
conceptualizations of parenting styles.
In the mid-1960s, Diana Baumrind pioneered research on categorizing parenting
styles. Utilizing home observations, laboratory observations, and parent interviews, she
first identified three parenting styles (Baumrind, 1967) and later a fourth parenting style
(Baumrind, 1971). These four parenting styles were later labeled by categorizing parents
on whether they are high or low on the dimensions of parental warmth and control
(Maccoby & Martin, 1983). They include the following: authoritative (high in warmth
and control), indulgent/permissive (high in warmth and low in control), authoritarian
(low in warmth and high in control), and neglectful (low in warmth and control).
Authoritative parenting is characterized by clear communication of expectations,
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attending to the child’s needs, encouragement of the child’s independence and autonomy,
reasoning and democratic communication, and overall pleasantness (Gafoor & Kurukkan,
2014; Robinson et al., 1995). On the other hand, authoritarian parenting is characterized
by strict and undisputed obedience to parental authority, punitive discipline strategies,
and may involve verbal hostility. Indulgent parenting entails high acceptance of the child
but inconsistent discipline, allowing the child to do as they wish, ignoring the child’s
misbehavior, lack of self-confidence in parenting, and playing the role of a friend instead
of a parent. Neglectful parenting involves inattention and lack of monitoring of the child,
neglect, and little interaction with the child. These parenting styles clearly have
implications on the child’s emotional and behavioral functioning.
Baumrind’s (1967; 1971) parenting styles are the most widely used and numerous
studies have examined the relationship between the parenting styles and child outcomes.
Authoritative parenting has linked with positive developmental outcomes including
emotional stability, adaptive coping, and life satisfaction (Maccoby & Martin, 1983;
Mandara, 2003), and negatively associated with internalizing as well as externalizing
problems (Steinberg et al., 1994; Steinberg et al., 2006). In contrast, authoritarian and
indulgent parenting styles are positively associated with more internalizing and
externalizing problems (Querido et al., 2002; Thompson et al., 2003). More specifically,
authoritarian parenting styles have been associated with poor academic achievement and
depressive symptoms while indulgent parenting styles have been associated with poor
self-control, low self-esteem, and aggression (Chen et al., 2000; Low et al., 2012).
Overall, authoritarian parenting styles are associated with more internalizing problems
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while indulgent parenting styles are associated with more externalizing problems
(Steinberg et al., 1994). Neglectful parenting styles are associated with the worst child
outcomes, including depression, school dropout, unemployment, deviant and antisocial
behaviors, and even incarceration (Aunola et al., 2000; Pellerin, 2005; Shumow et al.,
1998). In a meta-analysis, both authoritarian and neglectful parenting styles were
associated with higher levels of internalizing problems (Pinquart, 2017).
It has been suggested that the four parenting styles and their pattern of correlates
may not generalize well beyond Western cultures (Power et al., 1992). For example, lowincome African American families have not demonstrated negative outcomes from
authoritarian parenting styles (Lansford et al., 2004; LeCuyer et al., 2011). This is
consistent with Baumrind’s research, as she did not include the African American
families in her sample when identifying her parenting styles because they revealed
different patterns of behavior in comparison to the other families (Baumrind, 1967).
Although the literature on parenting practices has used various dimensions to classify
parents, there has not been evidence to date supporting additional parenting styles outside
of Baumrind’s specifically in Western cultures (Power, 2013). Nonetheless, these
parenting styles and their patterns of correlates are relatively robust in Western cultures,
suggesting reasons to consider their relevance to parental accommodation and pediatric
OCD.
Parenting styles may be relevant to OCD, given that they establish the emotional
climate for the parent-child relationship, and thus are considered to play a role in the
development and maintenance of childhood anxiety disorders (Wood et al., 2003).
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However, most of the existing relevant research examining parenting style and child
anxiety has focused on children with any anxiety disorder, not exclusively OCD. For
example, parents of anxious youth have been found to be more likely than parents of nonanxious youth to employ an overprotective style with an emphasis on parental control
(Hudson & Rapee, 2001; McLeod et al., 2007, Rapee, 1997; Waters & Barrett, 2000).
Overprotective parenting styles are characterized by intrusiveness and low child
autonomy in age-appropriate activities, thereby hindering opportunities for the child to
regulate their own stress and gain mastery experiences (McLeod et al., 2007). Low
parental warmth and high parental control have also been found to be associated with
anxiety (Gerlsma et al., 1990; Masia & Morris, 1998). In a sample of youth ages 7-14 (N
= 175), children diagnosed with a primary anxiety disorder perceived higher parental
control, which included both behavioral and psychological control, in comparison to
children without an anxiety disorder (Wei & Kendall, 2014). Parental behavioral control
refers to providing structure, discipline, and supervision, with too much behavioral
control translating into excessive management of the child’s behavior, which prevents a
child’s development of autonomy (Barber 1996, 2002). Psychological control involves
attempts to control a child’s behavior via manipulation tactics such as love withdrawal,
devaluation, and guilt induction, which intrudes on the psychological and emotional
development of the child. In Wei and Kendall’s study, psychological control predicted
higher anxiety symptoms and perceived maternal acceptance predicted lower child
anxiety, suggesting that a parenting style that combines high acceptance and low
psychological control results in best child outcomes. In a meta-analysis that
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operationalized parenting into the two dimensions of rejection (i.e., lack of warmth) and
control, a modest association was found between parenting styles and child anxiety;
however, parental control was more strongly associated with child anxiety than parental
rejection (McLeod et al., 2007). For instance, provision of autonomy accounted for 18%
of the variance while warmth accounted for less than 1%. Although there is support for
the association between parental control and childhood anxiety, inferences cannot be
drawn about the direction of effects given the observational and cross-sectional nature of
most studies.
A few studies have examined parenting styles and OCD specifically. For instance,
adults with clinical or subclinical OCD recalled their parents as more overprotective and
expressing less emotional warmth in comparison to healthy controls (Alonso et al., 2004;
Ehiobuche, 1988; Frost et al., 1994; Hafner, 1988). Additionally, OCD symptom severity
has been shown to be positively correlated with parental overprotectiveness (Cavedo &
Parker, 1994; Klimidis et al., 1992). In a study examining parental acceptance,
disciplinary firmness, and psychological control among a college student sample,
psychological control uniquely predicted obsessive-compulsive (OC) symptoms
(Aycicegi et al., 2002). Among another nonclinical sample of undergraduate students, OC
symptoms were significantly associated with retrospective reports of authoritarian
parenting style, while an authoritative parenting style was negatively correlated with OC
symptoms (Timpano et al., 2010). When controlling for other parenting styles and
general mood and anxiety symptoms, OC symptoms only remained significantly
correlated with authoritarian parenting. Such findings correspond with the studies in the
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anxiety literature which have demonstrated parental control and low warmth to be
associated with child anxiety.
In a recent clinical study, for children (ages 7-12) there was a significant positive
association between perceived parental rejection (i.e. low warmth) and OCD-related
impairment (Mathieu et al., 2020). For adolescents (ages 13-17), there was a significant
positive association between overprotection (i.e. high control) and OCD-related
impairment. Surprisingly, parental rejection and overprotection were not associated with
OCD symptom severity; however, the authors noted that this could be due to the limited
variability in OCD severity in their clinical sample, as participants had OCD in at least
the moderate range, with the mean in the severe range. Taken together, these findings are
generally consistent with past research showing more controlling and rejecting (i.e. low
warmth) parenting styles among youth with OCD. Thus, it is possible that parenting
styles may predict responses to treatment. However, studies of parenting and OCD have
been rare, and typically have utilized retrospective and cross-sectional designs (Renshaw
et al., 2012).
Parenting Styles May Predict OCD Symptom Reduction Via the Mediational
Pathway of Accommodation
No studies to date have examined the relationship between parenting styles and
accommodation. It has been argued that accommodation may fall under an overprotective
parenting style (Thompson-Hollands, Kerns, et al., 2014). Overprotective and/or
authoritarian styles may be consistent with parental accommodating behaviors, in that
they are often well-intentioned, but prevent children from gaining opportunities to
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confront and survive challenges themselves, negatively reinforcing avoidance behaviors.
On the other hand, whereas indulgent parenting styles are more often associated with
externalizing disorders (Steinberg et al., 1994), indulgent parenting styles have still been
found to be a risk factor for internalizing disorders like anxiety (Rankin Williams et al.,
2009). Subsequently, it has also been suggested that indulgent parents may allow their
children to avoid anxiety-provoking situations (Affrunti et al., 2014), which is akin to
accommodating behaviors. In light of these seemingly contradictory theories between
overprotective (high control) and indulgent parenting styles (low control), it has been
suggested that there may be a curvilinear relationship between parental control and child
anxiety as well as a curvilinear relationship between parental control and accommodation
(Bogels & Brechman-Toussaint, 2006). Specifically, both problematically high and
problematically low levels of parental control might contribute to higher levels of child
anxiety, with lower levels of child anxiety associated with moderate or appropriate levels
of parental control. Likewise, high levels of accommodation may be associated with both
low and high levels of parental control, and lower levels of accommodation may be
associated with moderate levels of parental control. Thus, because authoritarian,
indulgent, and neglectful styles all involve problematic levels of control, all three may
predict higher accommodation, and thereby less reduction in OCD symptoms during
E/RP treatment. However, this remains unknown.
Despite the dearth of literature on how parenting styles shape accommodation and
subsequent treatment response, it has been suggested that parent characteristics, such as
parenting styles, may hinder their ability to disengage from accommodation behaviors
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(Futh et al., 2012; Geffken et al., 2006). Accommodation behaviors, in turn, clearly have
implications for reductions in the child’s OCD symptoms and treatment response. Thus,
investigation into the pathways by which parent factors may predict treatment outcome is
warranted. Specifically, the present study examined parenting styles at baseline as a
predictor of baseline accommodation, whether baseline accommodation predicts slower
OCD symptom change in the context of pediatric E/RP treatment, and whether baseline
accommodation mediates effects of parenting style on OCD symptom improvement.
The Present Study
The present study extends the current literature by examining how parenting
styles predict accommodation and subsequent E/RP treatment response, specifically in an
intensive outpatient E/RP group program among a clinical adolescent population. These
results seek to 1) provide further understanding into the role parent factors, specifically
parenting styles, have on parental accommodation and on treatment outcomes, as well as
2) bear implications for additional treatment targets (e.g., parenting styles) with potential
relevance for parental accommodation and OCD symptoms. Ultimately, this could
improve E/RP response rates by investigating which parenting styles predict
accommodating behaviors at the beginning of treatment and how that impacts patients’
reductions in OCD symptoms.
Hypotheses
1) Baseline parenting styles will predict baseline parental accommodation. In particular,
authoritarian, indulgent, and neglectful parenting styles will positively predict
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parental accommodation, whereas an authoritative parenting style will negatively
predict parental accommodation.
2) Parental accommodation will mediate the relationship between parenting style and
adolescents’ baseline OCD symptom severity prior to treatment. It is hypothesized
that authoritarian, indulgent, and neglectful parenting styles will predict higher
baseline symptoms via the mediating variable of higher parental accommodation,
whereas an authoritative parenting style will predict lower OCD symptoms via lower
accommodation.
3) Parental accommodation will mediate the relationship between parenting style and
reductions in adolescents’ OCD symptom severity during treatment. It is
hypothesized that authoritarian, indulgent, and neglectful parenting styles will predict
lower reductions in symptom severity though the mediating variable of parental
accommodation, whereas an authoritative parenting style will predict greater
reductions in symptom severity through accommodation.
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CHAPTER II – METHOD
Sample and Participant Selection
Participants
Seventy-six adolescent patients diagnosed with OCD (61.8% female, 36.8% male,
1.3% non-binary) participated in this study. All participants, ranging from 11-17 years
old (M = 14.11; SD = 2.15), were patients completing an intensive outpatient program
(IOP) for OCD. All patients received a psychiatric diagnostic evaluation by one of the
clinical psychologists in the clinic where the study was conducted, all of whom have
specialized training in OCD. All youth met criteria for OCD and scored in the moderate
(n = 5), severe (n = 34) or extreme range (n = 37) of OCD symptoms based on the CYBOCS (Scahill et al., 1997). Ethnic representation included: 82.9% White/Caucasian,
7.9% Asian/Pacific Islander, 3.9% Hispanic/Latino, 3.9% multiethnic, and 1.3% did not
report their ethnicity (n = 1). Average number of weeks in the program was 10.37 (SD =
3.28).
Sample Size, Power, and Precision
To determine an adequate sample size for my proposed mediation model, an a
priori power analysis was conducted using statistical software for structural equation
models (SEM; Soper, 2021). The mediational model was determined by three latent
variables (baseline OCD symptom severity, change in OCD symptom severity, and
change in rate) and 10 observed variables (4 parenting styles, baseline accommodation,
and OCD symptom severity at weeks 1, 4, 8, 12, and discharge). Assuming a medium-tolarge effect size (d of .4), alpha level of .05, and power at .80 (Cohen, 1992), a minimum
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of 57 participants was specified to detect an effect (whereas 119 participants would be
required to detect medium effects of .3).
Procedure
Participants were recruited as part of enrollment in an ongoing rolling admission
group OCD IOP program in the Pacific Northwest. Patients were either referred by their
primary care provider or outside therapist. To determine eligibility into the program,
referred patients and their parents completed a psychiatric diagnostic evaluation,
including administration of the CY-BOCS. In addition to meeting diagnostic criteria for
OCD with a CY-BOCS score in at least the severe range (> 23) and having at least one
parent or guardian who could attend each treatment session, invitation into the program
was restricted based on the child meeting one of the following: 1) having attempted
standard outpatient therapy for a course of treatment without significant progress (i.e., 12 times per week for at least 10 sessions), or 2) recent psychiatric hospitalization or
residential treatment for OCD. During the diagnostic assessment and screening interview,
patients and their families were oriented to the requirements of the program and treatment
model. On their first day of the OCD IOP program, consent/assent for participation was
obtained and baseline assessments were completed.
Upon enrollment, patients and their parents participated in an IOP group with
concurrent medication management (CBT + SRI per AACAP practice guidelines for
youth with moderate to severe OCD), focusing primarily on E/RP. IOP sessions occurred
four days per week for three hours each day. Each group contained up to six patients
(plus their parents). Ninety minutes per day were spent delivering psychoeducation on
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CBT for OCD, debriefing about exposure practice, and providing coaching on homework
exposures to be completed for the next day of the program. The other 90 minutes were
allotted for conducting breakout in-session exposures in small or individual family
groups. A parent group occurred once a week for 60-90 minutes to provide support and
psychoeducation to parents around engaging in E/RP with their child.
The present study used a longitudinal design with multiple time-points.
Administration of assessment measures were executed by licensed psychologists and
supervised trainees. The CY-BOCS was administered prior to treatment as mentioned
above in order to obtain a baseline and then again, every four weeks and at discharge for
assessment of OCD symptom improvement. The Pediatric Accommodation Scale –
Parent Report (PAS-PR; Benito et al., 2015) was also administered on the patient’s first
day of the IOP, every four weeks after, and at discharge. The Parenting Style Scale (PSS;
Saunders et al., 2012) was administered during the first week as a baseline measure.
Measures
Parenting Styles
The PSS (Saunders et al., 2012) is a 19-item paper and pencil, parent-report
inventory. It was adapted from items developed by Baumrind (1971) to measure
parenting styles. Wording was simplified, additional items based on Baumrind’s (1971)
constructs were developed, and factor analyses were conducted to reduce items into
parenting style categories. The majority of items loaded into one of four factors with
Eigenvalues > 1 (Indulgent, Authoritarian, Authoritative, and Neglectful). Three items
that were reflective of specific parenting practices instead of general parenting styles did
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not load onto one of the four factors and were subsequently thrown out. These were: “I
become annoyed/impatient when my child disobeys me,” “I become irritated/annoyed
when my child dawdles or is annoying,” and “I avoid open confrontation with my child.”
Parents respond on a scale of 1 to 5 regarding how frequently they engage in various
parenting approaches: 1 (never), 2 (rarely), 3 (sometimes), 4 (often), and 5 (always).
Scores for each parenting style are created separately by averaging item responses within
each parenting style. Scores for each parenting style ranges from 1 to 5. Example items
include: “I let my child express feelings about being punished or restricted” (indulgent),
“I am consistent with my discipline techniques” (authoritative), “I confront my child
when he/she does not do as I say” (authoritarian), and “I let myself be talked out of things
by my child” (neglectful).
The PSS was developed on a sample of 222 parents (87% female) with a mean
age of 43.9 (SD = 5.1; Saunders et al., 2012). Ethnicity was not reported. Internal
consistency was measured by Cronbach’s alpha and ranged from  = 0.62 for Neglectful
Parenting Style to  = 0.77 for Authoritarian Parenting Style. In my study, alpha
coefficients ranged from  = .71 for Neglectful Parenting Style to  = .79 for
Authoritative Parenting Style. Evidence of test-retest reliability or convergent/construct
validity has not yet been indicated.
Parental Accommodation
The PAS-PR (Benito et al., 2015) is a paper and pencil measure assessing both the
frequency of accommodation and its impact on youth and their families, yielding a total
of 10 questions. The PAS-PR is a brief version of the clinician-rated PAS using the five
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most frequently endorsed items from its pilot study (Grabill, 2010). The clinician-rated
PAS (Benito et al., 2015) was developed specifically for use with a pediatric population
with a primary anxiety disorder through items that were modified from the Family
Accommodation Scale (FAS; Calvocoressi et al., 1999), a 12-item semi-structured,
clinician-administered measure assessing family accommodation among adults with
OCD. For the items on the PAS-PR that assess frequency of accommodation, the scale
operates as follows: 0 (never), 1 (rarely), 2 (occasionally), 3 (often), and 4 (always). For
the items that assess interference of accommodation, the scale also ranges from 0 to 4,
including 0 (none), 1 (mild), 2 (moderate), 3 (severe), and 4 (extreme). The PAS-PR
yields three separate scaled scores for Frequency (PAS-PR-F), Parent Impact (PAS-PRPI), and Child Impact (PAS-PR-CI). Scores for each scale are computed by summing the
items based on their numerical frequency value. A sample item assessing frequency of
accommodation is, “In the past week, how often did you or other family members
reassure your child about his/her fears? Examples of this include: 1) Telling your child
‘It’s okay’ when he/she has a worry, 2) Giving your child information about a worry
(such as telling him/her what will happen next), 3) Answering your child’s questions
about a worry.” A sample question to assess for impact of accommodation on the family
includes, “In the past week, how much has changing the family routine gotten in the way
of things for you and your family, like in your family life, at work, with your friends, or
your spouse?” In my study, a total score was used to capture both the frequency and
impact of parental accommodation.
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The PAS-PR was originally fielded with 56 families of youth with a primary
diagnosis of anxiety. Age, gender, and ethnicity were not reported. Internal consistency
was measured by Cronbach’s alpha: PAS-PR-F  = .84, PAS-PR-PI  = .82, PAS-PR-CI
 = .80). Cronbach’s alpha coefficient in the current sample for the total PAS-PR score
was  = .92. Convergent validity was demonstrated by comparing PAS-PR-F, PAS-PRPI, and PAS-PR-CI scores with the Pediatric Anxiety Rating Scale (PARS, Research
Units on Pediatric Psychopharmacology Anxiety Study Group, 2002), the Child Behavior
Checklist (CBCL, Achenbach, 1991), and the Child Anxiety Impact Scale (CAIS,
Langley et al., 2004). Of note, significant correlations were found when PAS-PR-F, PASPR-PI, and PAS-PR-CI scores were compared with clinician-rated anxiety severity (PASPR-F - PARS, r = .39, p < .01; PAS-PR-PI – PARS, r = .38, p < .01; PAS-PR-CI –
PARS, r = .45, p < .01), parent-rated anxiety symptoms (PAS-PR-F - CBCL-A, r = .56, p
< .01; PAS-PR-PI - CBCL-A, r = .46, p < .01; PAS-PR-CI - CBCL-A, r = .46, p < .01),
and parent-rated anxiety impairment at home (PAS-PR-F – CAIS-P Home, r = .63, p <
.01; PAS-PR-PI – CAIS-P Home, r = .46, p < .01; PAS-PR-CI – CAIS-P Home, r = .50 ,
p < .01). The PAS-PR subscales were also significantly correlated with the PAS
subscales (r = .48-.64, p < .01). Discriminant validity was demonstrated, as the PAS-PR
subscales were not significantly correlated to externalizing symptoms (PAS-PR-F –
CBCL-Ext, r = .19; PAS-PR-PI – CBCL-Ext, r = .15; PAS-PR-CI – CBCL-Ext, r = .30).
Additionally, the PAS-PR subscales were not significantly related to child-reported
depression symptoms from the Children’s Depression Inventory (CDI, Kovacs, 1992;
PAS-F – CDI, r = .19; PAS-PI – CDI, r = .26; PAS-CI – CDI, r = .34). Evidence of factor
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structure has not yet been reported.
Pediatric Obsessive-Compulsive Symptoms
The CY-BOCS (Scahill et al., 1997) is a paper and pencil, clinician-rated, semistructured inventory-based interview administered to both the child and parent to assess
pediatric obsessive-compulsive symptoms and their severity. It includes two sections: a
symptom checklist and severity rating. The symptom checklist assesses current and past
endorsement of more than 60 symptoms of obsessions and compulsions. The severity
rating includes two subscales with five items each which measure the severity of
obsessions and compulsions over the past week on a five-point Likert scale. For the items
that assess symptom severity, the scale ranges from 0 (none) to 4 (extreme). For the items
that assess feelings of control over one’s symptoms, the scale ranges from 0 (complete
control) to 4 (no control). Total symptom severity scores are yielded separately for
obsessions and compulsions. Scores for each subscale range from 0 to 20. Summation of
these severity scores in turn yields a total symptom severity score. Total scores range
from 0 to 40. Scores of 7 and below indicate a subclinical level of severity, scores of 8 to
15 indicate mild severity, scores of 16 to 23 indicate moderate severity, scores of 24 to
31indicate symptoms in the severe range, and scores of 32 and higher indicate extreme
severity. Example items include, “How much do these habits get in the way of school or
doing things with friends?” and “How strong is the feeling that you have to carry out the
habit(s)?”
The CY-BOCS was fielded with patients with a diagnosis of OCD ages 8-17
years (Scahill et al., 1997). The sample (N = 65) included 40 males and 25 females.
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Ethnicity was not reported. Internal consistency was measured by Cronbach’s alpha:
obsession severity score at  = .80, compulsion severity score at  = .82, and total score
at  = .90 (Storch et al., 2004). Cronbach’s alpha coefficient in the current sample ranged
from:  = .66-.89 for obsession severity score,  = .57-.84 for compulsion severity score,
and  = .79-.91 for total score. Interrater reliability for CY-BOCS obsession scores,
compulsion scores, and total scores are as follows: ICC = .91, .66, and .84 respectively.
Further, test-retest reliability was assessed using one-way random effects ICCs at six
weeks for the obsession severity scale (ICC = .70), compulsion severity scale (ICC =
.76), and total score (ICC = .79). Convergent and discriminant validity was demonstrated
(Scahill et al., 1997) by comparing CY-BOCS scores with a self-report measure of
obsessive-compulsive symptoms (r = .62, p = .05), depressive symptoms (r = .34, p =
.02) and anxiety symptoms (r = .37, p = .05).
Confirmatory factor analytic studies of the adult Y-BOCS have demonstrated two
different two-factor structures: one with obsession and compulsion factors (Amir et al.,
1997; Arrindell et al., 2002; McKay et al., 1995; McKay et al., 1998) and one with
disturbance and severity factors (Amir et al., 1997; McKay et al., 1998). McKay et al.
(2003) found good fit for both two-factor models. Another study (Storch et al., 2005)
suggested better fit of severity and disturbance factors. However, the CY-BOCS total
score was used to measure symptom severity in the current study.
In several studies, the CY-BOCS total score has demonstrated sensitivity to
treatment effects (Benazon et al., 2002; Geller, Biederman, Stewart, Mullin, Martin, et
al., 2003; Piacentini et al., 2002; Scahill et al., 1997). In one study, (N = 81), the CY-
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BOCS was superior to the Leyton Obsessional Inventory – Child Version (LOI-CV; Berg
et al., 1988) in detecting OCD in a clinical sample of youth (Stewart et al., 2005).
Sensitivity was assessed on the CY-BOCS cutoff score utilized to diagnose mild OCD
(8) and yielded a sensitivity of 100%, while a cutoff score of 12 yielded over 95%
sensitivity. Therefore, there is support for the use of the CY-BOCS total score to measure
changes in OCD symptom severity over the course of treatment, as was used in my study.
Data Analytic Plan
Overview of Statistical Approach
Using latent growth curve modeling (LGM; von Soest & Hagtvet, 2011), I tested
a series of structural equation models to analyze change and facilitate mediation tests as
well. LGM involves using observed data from all time points (i.e., baseline, 4-week, 8week, 12-week, and discharge) to estimate latent intercept (baseline) and latent change
over time (slope) in outcome variables (i.e., 5 observed variables or indicators per latent
construct). Latent variables are preferable when possible because they account for
measurement error and therefore are more reliable than observed variables. Observed
variables were used for parenting styles and accommodation. Originally, I anticipated
being able to analyze latent change in accommodation across the course of treatment, but
model convergence problems with modeling latent change in accommodation precluded
this (likely because of additional model complexity in a relatively small sample).
Therefore, only baseline accommodation was used in the current study.
First, to clarify the best way to model latent change in OCD symptoms over the
course of treatment, I tested a standard latent growth model. The model included a latent
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intercept and latent slope, in order to estimate the average CY-BOCS score at baseline
and the average linear change in CY-BOCS score per timepoint. The latent intercept and
slope were allowed to covary in order to test whether individuals who have a higher CYBOCS score at baseline change at a faster rate. Next, I examined nonlinear change in CYBOCS scores and added a latent quadratic change term, again allowing that to covary
with latent baseline and linear growth. I evaluated model fit using chi square,
comparative fit index (CFI), and room mean square error of approximation (RMSEA).
After reasonable fit was determined (CFI > .95, RMSEA < .06; Hu & Bentler, 1999), I
estimated model parameters.
To explain differences between participants in latent baseline levels of OCD
symptoms as well as change over time, I tested baseline accommodation as predicting
those latent variables. Then to test mediation, I modeled baseline parenting styles (one at
a time) as predicting baseline accommodation, in turn predicting latent baseline levels
and change in OCD symptoms. Lastly, to provide more conservative final estimates, I
included all parenting styles as predictors (controlling for each other) in the mediation
model.
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CHAPTER III – RESULTS
Data Preparation and Preliminary Analyses
Data were analyzed for missingness with the multiple imputation tools in SPSS
24. The data set consisted of 76 cases. Approximately 88.16% of the cases had some
missing data; 74.27% of the sample values had complete data. A visual inspection of
missing value patterns indicated a monotone as well as a general (i.e., haphazard pattern)
as described by Enders (2010). I used full information maximum likelihood estimation to
handle missing data in AMOS.
Prior to conducting the primary analyses, the data were reviewed for outliers and
examined for normality. Skew for study variables ranged from -.85 to .82 and kurtosis
from -.85 to 1.75, suggesting normality. Descriptive statistics and correlations between
all study variables can be found in Table 1.

Table 1
Descriptives and Bivariate Correlations Among Main Study Variables
M
SD
1.
2.
3.
4.
5.
6.
7.
1. W1 CY-BOCS
30.96 4.21
2. W4 CY-BOCS
24.67 6.02 .48**
3. W8 CY-BOCS
20.93 5.56 .47** .62**
4. W12 CY-BOCS
18.65 7.17 .12
.41
.48
5. Disch CY-BOCS
10.85 5.58 .21
.42** .43** .66**
6. W1 PA
21.00 8.84 .29*
.46** .35*
-.10
.11
7. W1 Indulgent PS
4.09
.59
.05
.14
-.10
.20
-.24*
.28*
8. W1 Authoritative PS 3.90
.57
.10
-.07
-.01
-.04
-.35** .29*
.65**
9. W1 Authoritarian PS 3.45
.58
.18
.05
-.02
.15
-.23
.08
.11
10. W1 Neglectful PS
2.56
.59
.11
.16
.17
.21
.19
.32** -.03
Note. W = Week; PS = Parenting Style; PA = Parental Accommodation; Disch = Discharge.
*p < .05; **p < .01

8.

9.

.37**
-.24*

-.24*
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Core Analyses
First, I tested a standard latent growth model to examine change in OCD
symptoms over the course of treatment (see Table 2 for fit indices for all models). This
initial model indicated poor fit (χ2 = 20.01, p = .03, RMSEA = .12, CFI = .84),
suggesting the need for modifications (i.e., linear change alone might not best capture the
average pattern of symptom improvement in the sample). Thus, in Model 2, I tested for
the possibility of nonlinear change in CY-BOCS scores. Model 2 indicated superior fit in
general and significantly better fit relative to Model 1, suggesting that the average
adolescent in the study experienced a nonlinear change in OCD symptoms. Inspection of
latent means suggested that adolescents started with an average CY-BOCS score of 30.99
and their OCD symptoms declined linearly (average of -6.80 points per timepoint), but
that change decelerated over time (.43). In addition, the variance for latent baseline and
change parameters was significant, suggesting differences between adolescents in
baseline OCD levels and change trajectories (p <.001), providing justification for using
parental variables (accommodation and parenting style) to explain such differences.
Next (Model 3), after successfully modeling change in OCD symptoms, I
examined whether baseline accommodation predicted baseline levels and changes in
OCD symptoms. The model fit well. Adjusting for accommodation in the model, the
average adolescent’s parental accommodation at baseline was a score of 20.70. The
average baseline CY-BOCS score was 27.54, but decreased on average (-10.15 points)
and decelerated (at a rate of 1.37). As hypothesized, results showed that higher levels of
parental accommodation at baseline predicted higher levels of baseline OCD symptoms
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Table 2
Model Fit Indices
Model
Χ2
df
p
ΔΧ2
Δdf
Δp
CFI
RMSEA RMSEA CI
M1: Latent growth model of 20.01
10
.03
—
—
—
.84
.12
.04-.19
CY-BOCS
M2: Model 1 + quadratic
1.20
7
.99
18.81
3
<.001
1.00
.00
.00-.00
term
M3: M2 + accommodation
4.09
9
.91
—
—
—
1.00
.00
.00-.00
predicting CY-BOCS
M4: Indulgent parenting
16.35
14
.29
—
—
—
.97
.05
.00-.13
predicting CY-BOCS
via accommodation
M5: Authoritarian parenting
10.23
14
.75
—
—
—
1.00
.00
.00-.08
predicting CY-BOCS
via accommodation
M6: Neglectful parenting
6.58
14
.95
—
—
—
1.00
.00
.00-.00
predicting CY-BOS
via accommodation
M7: Authoritative parenting
16.35
14
.29
—
—
—
.97
.05
.00-.13
predicting CY-BOCS
via accommodation
M8: All parenting styles
37.18
29
.14
—
—
—
.95
.06
.00-.11
predicting CY-BOCS
via accommodation,
with no direct effects
M9: M8 + direct effect of
27.62
28
.49
9.56
1
<.01
1.00
.00
.00-.09
authoritative parenting
style to slope
Note. Dashes indicate specific models that were not tested for change in fit relative to other models. ΔΧ2 = chisquare change; Δdf = change in degrees of freedom relative to baseline models; Δp = significance of change in
model fit; RMSEA = root mean square error of approximation; CI = 90% confidence interval.
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Subsequently, I tested a series of models with each parenting style by itself
predicting latent CY-BOCS baseline and change variables indirectly via baseline
accommodation (i.e., four models, one for each parenting style). These models fit well. In
line with my hypotheses, Model 4 suggested that higher levels of indulgent parenting at
baseline predicted higher accommodation (β = .28, p = .018), and indirectly (through
accommodation) predicted higher baseline OCD (95%CI [.09, 1.55]), less decrease in
symptoms (95%CI [.002, 1.72]), and less deceleration (95%CI [-.46, -.01]). Contrary to
my hypotheses, Model 5 showed that higher baseline authoritarian parenting did not
predict accommodation (β = .06, p = .636), and failed to indirectly predict baseline OCD
(95%CI [-.48, .76]), change in symptoms (95%CI [-.49, .89]), or rate of deceleration
(95%CI [-.24, .13]). As expected, in Model 6, neglectful parenting at baseline predicted
higher accommodation (β = .33, p = .004), and indirectly (through accommodation)
predicted higher baseline OCD (95%CI [.20, 1.74]), less decrease in symptoms (95%CI
[.02, 1.80]), and less deceleration (95%CI [-.48, -.03]). In Model 7, parameter estimates
showed higher levels of authoritative parenting at baseline predicted higher
accommodation (β = .28, p = .020), opposing my hypotheses. Moreover, authoritative
parenting, through accommodation, indirectly predicted higher baseline OCD (95%CI
[.08, 1.56]) and lower deceleration (95%CI [-.46, -.01]). Accommodation did not mediate
effects of authoritative parenting on linear change in symptoms (95%CI [-.01, 1.71]).
However, these models did not test parenting styles when controlling for each
other. Thus, lastly, to provide a more conservative test of the effects of parenting styles,
Model 8 examined accommodation as mediating effects of all four parenting styles on
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symptom baseline and changes, permitting them to covary so that effects of each
parenting style controlled for the others. This model had reasonable fit, but fit was
significantly improved by permitting a direct path from authoritative parenting to latent
linear change (M9). See Figure 1 for this final, complete model. Controlling for other
parenting styles, only neglectful parenting uniquely predicted higher accommodation at
baseline (β = .39, p <.001), as well as indirectly (via accommodation) predicting higher
baseline OCD (95%CI [.26, 1.92]), less decrease in symptoms (95%CI [.08, 2.16]), and
lower deceleration (95%CI [-.54, -.04]). Authoritative parenting directly predicted more
latent OCD linear change, showing that adolescents of authoritative parents endorsed a
steeper decline in symptoms than the average peer (β = -.13, p = .001).

PARENTING STYLE AND ACCOMMODATION IN OCD

58

Figure 1
Structural Equation Model with Standardized Path Weights

Note. d = disturbance terms. e = error terms. PS = parenting style. All paths were
significant at p < .05 except for Authoritative PS with Accommodation, Authoritarian PS
with Accommodation, and Indulgent PS with Accommodation. Covariances significant at
p <. 05 included Authoritative PS with Indulgent PS, Authoritarian PS with Authoritative
PS, and d2 with d3.
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CHAPTER IV – DISCUSSION
The purpose of this study was to gain a better understanding of what parenting
factors may predict parental accommodation and subsequent OCD symptom changes
during E/RP treatment in the context of pediatric intensive outpatient treatment.
Relatively few studies have examined the role of parenting styles in pediatric OCD, so
the present study addresses this gap in the literature.
First, modeling latent baseline and change in OCD symptoms indicated that the
average adolescent was highly symptomatic at baseline, but declined substantially in
symptoms over the course of treatment. Changes in OCD symptoms over the course of
treatment followed a nonlinear rather than linear pattern. Specifically, OCD symptoms
declined linearly at an average of 6.82 points every 4 weeks until discharge, but that
change slowed down over time. Few studies have been conducted on group IOPs for
pediatric OCD. I was only able to locate one study that measured symptoms using the
CY-BOCS, which included a sample of pediatric patients with moderate to severe OCD
(M = 19.42, SD = 9.41; N = 41) who underwent four 2.25-hour group sessions per week
(Olino et al., 2011). OCD symptoms decreased significantly by an average of 8.03 points
from pretreatment to discharge, with the average length of enrollment at 12.13 weeks (SD
= 6.58). Thus, the results from the current study expand on initial explorations supporting
the effectiveness of group IOPs for pediatric OCD, suggesting that in youth in our study
started on average with more severe OCD symptom levels relative to the other existing
study, but similarly declined steadily, with greatest improvements earlier in treatment.
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Results from the first model also suggested that there were differences (i.e.,
significant variability) between adolescents in their baseline OCD symptoms and change
trajectories, supporting my examination of other variables, such as accommodation and
parenting style, to explain such differences. In line with my hypotheses, results showed
that baseline parental accommodation positively predicted higher baseline OCD
symptoms and negatively predicted reductions in OCD symptoms (i.e., predicted less
improvement). Accommodation also predicted less deceleration of symptom decrease,
consistent with a less steep decline in those participants. The link between baseline
accommodation and OCD symptoms is consistent with the previous literature findings
that accommodation is associated with symptom severity (Strauss et al., 2015; Wu et al.,
2016). The fact that baseline accommodation predicted slower response to treatment was
also consistent with the few extant relevant studies of pediatric OCD, finding
accommodation to predict poorer treatment response to CBT (Garcia et al., 2010; Rudy et
al., 2014). These results more specifically builds on existing evidence by not only
demonstrating accommodation as a predictor of pretreatment symptom severity and
treatment outcomes (replication), but by showing significant variability in change
trajectories, warranting search for other baseline variables that might help clinicians
know which youth are likely to respond more favorably vs. slowly to exposure therapy.
Toward that end, when examining each parenting style as a predictor of OCD
symptoms through baseline accommodation as a mediator, my hypotheses were partially
supported. First, consistent with my hypotheses, indulgent parenting style positively
predicted accommodation, indirectly predicted higher baseline OCD, and indirectly
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predicted less change in OCD symptoms. As predicted, neglectful parenting also
predicted higher accommodation at baseline, indirectly predicated higher baseline OCD,
and indirectly predicted less reductions in symptoms. Considering that indulgent and
neglectful parenting styles had parallel results, a compelling explanation for these set of
findings is that both neglectful and indulgent parenting styles are characterized by low
parental control (Baumrind, 1967; 1971), which Bogels and Brechman-Toussaint (2006)
suggested may be associated with high levels of accommodation and high levels of child
anxiety. Further, upon examination of the items that make up neglectful parenting style
on the PSS, the behaviors described on that scale may be more akin to accommodation
than previously considered (e.g., being talked out of things by the child, ignoring
misbehaviors, the child winning arguments). Indeed, neglectful parenting style correlated
positively with accommodation (r = .32, p < .01). This may also suggest the possibility of
imprecise measurement and construct validity issues for the “neglectful” parenting
construct, in terms of the measure used, as the items appear to tap low parental control
but not low parental warmth as consistently.
Counter to expectations, when examined by itself, authoritarian parenting style
did not predict accommodation, did not indirectly predict baseline OCD, nor did it
indirectly predict change in OCD symptoms. This finding may be explained by the idea
that the high levels of parental control reflected in authoritarian items may prevent such
parents from going along with children’s bids for avoidance, reassurance, or giving in to
OCD compulsions. Whereas past research has linked parental overcontrol to childhood
anxiety (Gerlsma et al., 1990; Masia & Morris, 1998) and an authoritarian parenting style
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with OC symptoms (Timpano et al., 2010), the present findings provided no evidence of
this in our sample. However, inspection of the items measuring the authoritarian
construct appear to reflect moderate control (e.g., being firm, having the final say) rather
than overcontrol per se. As noted, in the Introduction, it is possible that both very low
and very high parental control can put youth at risk for anxiety (Bogels & BrechmanToussaint, 2006). Future research should examine which parenting measures best capture
overcontrol versus appropriate parental structure and control.
Contrary to my hypotheses, when other parenting styles were not simultaneously
examined, authoritative parenting style predicted higher baseline accommodation and
indirectly predicted higher baseline OCD. Again, this raises potential questions about the
construct validity of the measure used in the study for differentiating parenting styles.
Alternatively, it remains possible that even “good” parents (operationalized as
authoritative in western culture) in the socially and politically left-leaning Pacific
Northwest are prone to giving in to the demands and challenges of youth with OCD.
Parenting youth with OCD is not an easy task when symptoms are severe; the adolescents
who qualify for intensive outpatient treatment for OCD are typically highly symptomatic
and distressed, and such distress can easily pull family systems into greater
accommodation in the name of short-term easing of such distress. Perhaps such severe
OCD functions to elicit accommodation in even parents with high intentions for provision
of structure and warmth.
However, authoritative parenting via accommodation did not significantly predict
change in OCD symptoms. Even though authoritative parents were still prone to
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accommodation (positive association between authoritarian parenting and
accommodation), for them the accommodation did not translate into slower treatment
response in their child. Moreover, when the effects of each parenting style was controlled
for, authoritative parenting uniquely, directly predicted greater and faster decline in
symptoms over the course of treatment, which was in the same direction that the indirect
effect was expected to take. This direct effect, coupled with the lack of an indirect effect,
suggests that authoritative parenting performed differently from the other parenting
styles, and likely has an impact on treatment response via mechanisms other than
accommodation. For instance, authoritative parents may still be find it hard to resist pulls
for accommodation from their symptomatic child, but might otherwise provide higher
structure and care relative to other styles. They might therefore find warm but firm ways
to motivate their child to fulfill ERP homework exercises, for example, thereby
improving outcomes. Future research must replicate the authoritative parenting-OCD
symptom change pathway and examine other mediators.
Furthermore, when examining the unique effects of all parenting styles
simultaneously (controlling for other styles), only neglectful parenting style predicted
higher accommodation, and only neglectful parenting via accommodation indirectly
predicted higher baseline OCD and less reduction in symptoms. This can be interpreted
as consistent with past cross-sectional findings that neglectful parenting styles were
associated with poorer child outcomes and higher levels of internalizing disorders in
comparison to the other parenting styles (Aunola et al, 2000; Pellerin, 2005; Pinquart,
2017; Shumow et al., 1998). As noted above, the “neglectful” processes measured by the
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assessment tool in this study seem to reflect low parental control and giving in to youth,
or failing to set limits for avoidance and compulsion behavior, rather than highly lowwarmth forms of neglect per se. If that is the case, the full-model results controlling for
all parenting variables implies that it was uniquely this form of low-control parenting that
was the greatest risk factor for accommodation and thereby less response to evidencebased E/RP.
Clinical Implications
The results from this study have potential intervention implications. First, the
findings suggest the importance of assessing parental accommodation processes at
baseline, given that this variable was not only associated with concurrent adolescent
OCD severity, but also prospectively predicted their response to exposure and response
prevention in the context of intensive outpatient treatment. In other words, directly
assessing family accommodation prior to treatment may provide additional information
about how fast treatment response is likely to occur. Nonetheless, it is important to note
that even with high accommodation at baseline, adolescents received significant benefit
from the treatment in terms of OCD symptom reduction.
Second, findings from this study provide evidence of the utility of assessing
parenting styles in the treatment of pediatric OCD. The results demonstrated that youth of
parents with lower parental control had higher baseline accommodation and via
accommodation they had higher baseline OCD symptoms and experienced less change in
symptoms. This implies that helping parents to gain more control in their parenting style
might improve their child’s treatment response. However, it should be noted that the
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well-fitting models assumed that neglectful, indulgent, and authoritarian parenting styles
predicted change in OCD symptoms only indirectly via accommodation, rather than
directly. In other words, knowing that the parent of a youth with OCD is high in one of
these three styles does not necessarily translate into greater likelihood of slower treatment
response—unless the parent is also high in providing accommodation to the youth. If, as
the present study suggested, helping parents gain more control improves their child’s
treatment response, then there is a need for research that explores whether focusing on
appropriate levels of parental control as a specific target of parent training in an E/RP
program for pediatric OCD results in improvements in such parenting behaviors and
subsequent improved treatment outcomes for youth. Indeed, Wei and Kendall (2014)
recommended a treatment matching approach for child anxiety, specifically by first
identifying individual parenting issues that can then be addressed with corresponding
intervention strategies.
Furthermore, given that the authoritative parenting style was found to uniquely
predict more and faster decline in OCD symptoms directly (but accommodation did not
mediate its effects), a parenting style that balances both control and warmth appeared to
predict the best treatment response. In addition, if parents show evidence of authoritative
parenting style at baseline, this may be a positive prognostic indicator prospectively
implying a more rapid response to intensive outpatient therapy for OCD. However,
further replication for this finding is warranted.
Finally, results of this study also build on existing evidence supporting the
effectiveness of group IOPs for pediatric OCD. Considering the significant barriers
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families often face to receive proper treatment for pediatric OCD, increasing access to
E/RP treatment is vital. During the current coronavirus disease 2019 (COVID-19)
pandemic, access to mental health care has increased for some via the expansion of
telepsychology services (Schiavone et al., 2021). One pilot study among an adult sample
with OCD found E/RP delivered remotely via videoconferencing to be as effective as inperson E/RP (Vogel et al., 2014). While further research is needed to establish the
effectiveness of E/RP by videoconferencing, telepsychology may be a promising option
in making evidence-based treatment more accessible for families with limited resources.
Limitations
Though this study revealed meaningful findings, there are some limitations. First,
my sample size of 76 was small in comparison to typical sample sizes used in SEM
models with 100 or even 200+ cases (Kline, 2011), and was powered ideally for testing
more complex models (Westland, 2010). Second, most participants included a local
sample in the Pacific Northwest with relatively limited demographic variance. As a
result, there is some concern that the results of this study may not be generalizable to all
youth across the United States. Given the intensive treatment setting, there was also
limited variability in baseline OCD symptom severity, with the mean CY-BOCS score in
the severe range. Moreover, due to a smaller sample size for SEM and missing data,
accommodation scores for timepoints beyond baseline were not used in SEM analyses, so
future studies should examine the impact of parenting styles on change in
accommodation over the course of treatment and subsequent change in OCD symptoms.
Ongoing collection of data could address the latter. Lastly, there are concerns about the
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construct validity of the parenting style measure used in this study, as discussed above.
Future Research
In terms of future research, it would be useful to replicate this study with a
parenting measure that assesses the dimensions of low and high control, as the present
study raised further questions about the role of parental control on changes in pediatric
OCD symptoms via accommodation. As mentioned previously, it would also be helpful
to expand on the current study by examining changes in accommodation during E/RP
treatment, and how that mediates the relationship between parental control and changes
in OCD symptoms. Given that accommodation is considered an important treatment
component in pediatric OCD and that it is believed there may be certain parent
characteristics that hinder parents’ ability to disengage from accommodation behaviors
(Futh et al., 2012; Geffken et al., 2006), identifying such factors is crucial to improving
response rates to E/RP.
Conclusions
Despite limitations, this study is the first, to my knowledge, to examine 1) the
relationship between parenting styles and accommodation, and 2) effects of parenting via
accommodation on OCD symptom changes during pediatric E/RP treatment. Although
the generality of the current results must be established by future research, the present
study has provided support for the investigation of parenting styles or behaviors as a
predictor of pediatric E/RP treatment response, specifically through accommodation. I
hope that the current research stimulates further investigation into the role of parenting on
accommodation and pediatric OCD treatment response.
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